1.8-5.6,p<0.0001) were associated with significantly higher odds for IHM. Those who developed SA(Estimate{e}=0.899, 95% CI=0.67-1.13, p<0.0001, +estimate implies higher), MS (e=0.310, p<0.0001) or PN (e=0.34, p<0.0001) were associated with significantly higher HC compared to their counterparts. Likewise, those who developed SA (e=0.478, p<0.0001), BI (e=0.145, p<0.0001), MS (e=0.320, p<0.0001) or PN (e=0.27, p<0.0001) were associated with significantly longer LOS compared to their counterparts. Conclusions: The significant impact of infections in hospitalized adults with CF is highlighted. Aggressive preventive measures are needed to optimize outcomes.
IMPACT OF SUBGLOTTIC SUCTION ENDOTRACHEAL TUBES ON ASPIRATION AND VENTILATOR-ASSOCIATED CONDITIONS
Melody Bennett, Mary Sole, Lara Deaton, Aurea Middleton, Daleen Penoyer, Xin Yan, Janet Conrad, Devendra Mehta Learning Objectives: Guidelines recommend that subglottic suction endotracheal tubes (SS-ETT) be inserted to reduce the risk of aspiration and ventilator-associated pneumonia. The suction port of the SS-ETT removes secretions that accumulate above the cuff. Outcome data on ventilator-associated conditions (VAC) and aspiration as measured by tracheal amylase are limited. We hypothesized that subjects with a SS-ETT would have fewer cases of VAC and lower levels of tracheal amylase. Methods: This is a secondary analysis of data from an ongoing trial to reduce aspiration in ventilated patients. Within 24 hr of intubation, we obtained consent and enrolled adult subjects (age ≥ 18). We provided oral care to all subjects every 4 hr. We collected tracheal specimens at baseline and every 12 hr while enrolled, and ran alpha-amylase levels (biomarker of aspiration of oral secretions) using standard laboratory methods. We classified VAC by the CDC National Healthcare Safety Network (NHSN) surveillance definition. We conducted chi-square analysis and t-tests for independent samples. Results: Data were available for 123 subjects; 94 (76.4%) had a SS-ETT. Sample characteristics were mean age 55.9 yr, 60.2% male, 25% racial minority, and 18.7% Hispanic ethnicity. Diagnoses included 46.3% medical-surgical, 27.6% trauma, and 26% neuro. Mean tracheal amylase for traditional ETT was 22,890 Units/L, and 17,579 Units/L with SS-ETT (p =.54). Positive tracheal specimens (>396 Units/L) were noted in 90% of specimens of conventional ETT and 85% of SS-ETT (p =.22). VAC was identified in 20 subjects (16.3%): 20.7% conventional ETT and 14.9% SS-ETT (p =.46). Conclusions: We found no significant differences between type of ETT and VAC and aspiration outcomes. The lack of significant findings may be due to various etiologies for VAC, and the provision of oral care to all subjects. Learning Objectives: Patients, families, clinicians, investigators and administrators remain concerned about pneumonia in the ICU and its associated morbidity and mortality. However, there is no single diagnostic criterion for pneumonia in critical care practice or research. Our objective was to compare the burden of pneumonia in the ICU based on 4 published definitions in current use. Methods: We conducted this study nested in a multicenter pilot randomized control trial examining the feasibility of allocating mechanically ventilated adults to probiotics (L. rhamnosus GG) vs placebo to evaluate the outcomes of ventilator-associated pneumonia and other infections. We prospectively collected data on all possible respiratory infections as suspected by the ICU team from ICU admission to death or ICU discharge. Possible respiratory infections were each adjudicated independently by 2 intensivists, 1 internist and 2 residents; disagreements were settled by consensus. We used 4 published pneumonia diagnostic criteria: (1) Clinical Pulmonary Infection Score (CPIS), (2) Centre for Disease Control PNU1+2, (3) Calandra (International Sepsis Forum) and (4) REDOXS. We recorded any identified microorganisms and antimicrobial treatment. Results: Among 99 patients, the mean age was 59 yr (SD=16), median ICU length of stay was 13 days (IQR=7-19), and hospital mortality was 25%. We adjudicated 142 potential respiratory infections (55 ventilator associated, 54 community acquired, 33 hospital associated). The frequency of pneumonia varied: REDOXS (n=55, 39%), CDC PNU 1 (91, 64%), CPIS (101, 71%), and Calandra (102, 72%), reflected in chance-corrected agreement (kappa) of 0.34 across definitions. Most of the possible respiratory infections were treated by the ICU team (118, 83%), and pathogenic microorganisms were identified for 51% of events (n=72). Conclusions: The burden of pneumonia in critical illness depends on the definition. This has implications for diagnosis and treatment, research and quality improvement, hospital policy and healthcare reimbursement.
DERIVATION OF A BUNDLE TO IMPROVE FIRST ATTEMPT SUCCESS AT INTUBATION IN THE ICU
Melissa Kelsey, Cameron Hypes, Raj Joshi, Josh Malo, John Bloom, John Sakles, Jarrod Mosier
Learning Objectives: A difficult intubation is defined as requiring >2 attempts or 10 min to perform. Prediction tools exist to anticipate the difficult intubation, yet two problems remain: 1. Performance of these tools is suboptimal and 2. Critically ill patients have limited tolerance for repeated or prolonged attempts at laryngoscopy. Thus, first attempt success (FAS) is the goal for intubations in the Intensive Care Unit (ICU) as adverse events (AEs) are more likely with each attempt. The goal of this study is to derive a bundle to improve the odds of FAS for ICU intubations. Methods: This study was a retrospective analysis of prospectively collected continuous quality improvement data in all 809 patients intubated in the ICU of a university medical center from January 1, 2012 to January 1, 2014. Data relating to patient demographics, attempt(s), and complications were analyzed. A negative stepwise multivariate logistic regression analysis was performed to derive a three-item bundle to optimize the odds of FAS and reduce the odds of one or more AE when all three components were performed.
